~63-009379
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i3 'USUA!. RESIDENCE (Where deceased lived.

. STATE Missourib COUNTY’
c. CITY

TOWN St. Louis

d. STREET
ADDRESS

4339 St. Ferdinand

DEPARTMENT OF PUBLIC HEALTH AND WELFAR
Registrati iatgd . rimary Registration Distri
ON THIS STUB DED

1. PLACE OF DEATH i
#. COUNTY

If institution: Residence before
admission)

VS 300
Rev. 4/59

b. CITY (if outside corporate limits, giva TOWNSHIP only)

TOWN St. Louis

c. FULL NAME (gF (If NOT in haspital, give location)

HOSPITAL G
Homer G. Phillips

Length of stay in 1b inside Limits
Yea [ No O

Reside on Farm

Yes [J No O

Inside Limits

Yes [0 Mo ]

{If cutside, give location)
INSTITUTION

VIDATE AMENDED

3. NAME OF DECEASED

(Type or print

)

First
Roxarina

Middle

Sedrick

Last 4. DATE-

OF
DEATH

Month

Day

2 16

XNear

63

5. SEX

6. COLOR OR RACE

7. Married X]

Never Married []

8. DATE OF BIRTH

IF UNDER 1 YEAR

IF UNDER 24 HR

9. AGE (last birthday)

Widowed '(J Divarced [J Hours Min.

Fem, Negre

10a. USUAL OCCUPATION (Give kind of work done
during most of working life, even if retired)

"7y | opg

12. CITIZEN OF WHAT COUNTRY

sewife U, S, A
13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE

? James Sedrick

16, SOCIAL SECURITY NO. [ 7. INFORMANT Address
INTERVAL BETWEEN

ONSET ANG DEATH

Undet,

31 Mar 190D 62
1%. BIRTHPLACE {City and state or country)

Kingsland Ark

10b. KIND OF BUSINESS OR INDUSTRY

{oib}

13a. FATHER'S NAME

David Crosby

‘15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yas, no, or unknown) | {If yes, give.war or dates of servi

0
18. CAUSE OF DEA'IH {Enter only one cause per line

ART |. DEATH WAS CAUSED BY:
IMMEDIATE . CAUSE (a}

Circulatory Failure

DOCUMENT

Conditions, if any,
which gave rise to
above cause (s,
stating the wnder-
lying cause iast.

PART 1I.

DUE O b)_ Congestive Heart Failure

DUE 10 (o) Liver Failure

OTHER SIGNIFICANT CONDITIONS CONTIRIBUTING TO DEATH but not related to the terminal
diiease condition given in PART | (a)

SR, +1)

20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of

INSTEAD OF

PART (I, if deceased was female was
w3 pregnancy in last 20 days.

'rE] Yes ] G Ne ] O Unknown’
niury in-PART | or PART 1| of item 18}

19. WAS AUTOPSY
PERFORMED?
YESO NO

—20cTIME"OF — Hour— Month;"Day, Year~
INJURY a.m.
P‘.I‘I'I.

20d. INJURY OCCURRED
WHILE AT WORK []
NOY WHILE AT WORK (]

T0s. ACCIDENT - SUICIDE  HOMICIDE
a m]

|

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

20e. PLACE OF INJURY [e.g., in or about home, [ 20f, CITY, TOWN, OR LOCATION

farm, factory, street, offica bldg., ex.)

o

1-28=63
1:00

(Deg ﬁ 1-10) }

23c. NAME OF CEMETERY OR CREMATORY

Greenwood
ADDRESS

4247 /v labadie

2-16-63 and Iast saw Eﬁollw o 2-16-63
P- m on the date steted sbove, and to the best of my knowledge, from the causes stated.
' 2. DATE SIGNED

2-18-63
rate) :
Missourl

OR !
TYPEWRITER RIBBON

d from.

2. 1 nnended the d

225, ADDRESS
2601 N, Whittier
23d. LOCATION (City, tewn, or county)

st, Lou:ls CountY

' USE BLACK INK

2./2 1/63

25. DATE RECD, BY LOCAL REG.

FEB 19 1963

MML DIRECTOR
Herman J, Smith

ITEM NO.| . SHOULD READ

BY AFFIDAVIT OF




s PO S

.'-4--....-
ot i

STATEMEN‘I‘ BY lICENSED EMBALMER

apyr g e LA

1 hereby certify that the body whose name is recorded on the reverse-side of this certificate was embalmed by me,
or by _ Student Embalmer No.

{
working 'under my personal supervision. X

Student

Signaturs of Student Embatmer

Licensed Embalmer No 4_4 j\ 3\ l

P. 0. AddreB

Nofe: The -abSve “MUST BE:SIGNED 8Y THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with 1he above constitutes grounds for revocation of license).
. F embalmed by a STUDENT he also shall sign in his. OWN handwrl'ﬂng «-'«.\1 oy -
If thls body is not embalmed fact should be so stated above. oM

", cL ‘ ; . f:

v




